r Latino immigrants have recently spread beyond traditional US enclaves to "emerging destinations." The arrival of limited English proficiency (LEP) Spanish-speakers to these areas can challenge the health care system, as translation services may not be readily available for LEP patients.
and to obtain new patient primary care appointments at federally qualified health centers (FQHCs) across traditional and emerging destinations. We additionally compare the appointment rates of English-proficient uninsured and English-proficient Medicaid patients across these destinations that contacted the same FQHCs. English-proficient patients serve as an access benchmark that is independent of differences in Spanish language services.
Findings:
Results indicate that LEP Spanish-speaking patients within emerging destinations are 40 percentage points less likely to receive an appointment than those in traditional destinations. English-proficient groups, by contrast, experience similar levels of access across destinations. Disparities in safety net provider access by destination status are consistent with differences in the availability of bilingual services. Ninety-two percent of FQHCs in traditional destinations offered appointments with either Spanish-speaking clinicians or translation services with non-clinical bilingual staff, while only 54% did so in emerging destinations. LEP patients denied care in emerging destinations must also travel greater distances than in traditional destinations to reach the next available safety net provider.
Conclusions:
Our findings highlight that current language resources in emerging destinations may be inadequate for keeping up with the transforming needs of the patient population. As the Latino immigrant population continues to expand and diffuse, better accommodation within the health care safety net is likely to increase in importance.
Keywords: access to health care, Latino, immigration, limited English proficiency.
A bout one-tenth of the US population ages 5 and over (25.3 million people) qualifies as having limited English proficiency (LEP), characterized by restricted ability to read, write, speak, or understand English. Over 80% of the LEP population is foreign-born and more than 60% is Spanish-speaking. 1, 2 Of the foreignborn Latino population, nearly two-thirds are LEP. 3 LEP populations are less educated than the general Latino population on average and more likely to be employed in manual and low-skilled labor (men) or service and personal care (women). Relatedly, an elevated proportion of the LEP population lives below the federal poverty line, making this group a highly vulnerable subset of the broader Latino community. 1 There have also been meaningful changes in the geographic location of LEP Latino individuals across the United States. Mexican immigrants traditionally settled in California, the broader Southwest, and large gateway cities (eg, Chicago). Cuban immigrants largely moved to South Florida, while Puerto Ricans and Dominicans established communities in New York. Yet, recent population flows have shifted toward "emerging destination" areas. These areas, often located in the Southeast and Midwest, lack long-standing Latino immigrant communities, but have experienced some of the fastest rates of growth in recent years. [4] [5] [6] Fifty percent of the immigrant population in these areas are LEP. 7 Consequently, many Latino LEP individuals and families find themselves in areas with relatively little experience accommodating LEP Spanish speakers.
This diffusion has generated a rich area of research that investigates Latino experiences across established and emerging destinations in regards to spatial assimilation patterns, [8] [9] [10] [11] [12] [13] [14] economic, political, and social integration, 15, 16 children's educational development, [17] [18] [19] [20] [21] and children's risk of being born into poverty. 17 However, there has been far less research comparing health care access and outcomes for Latinos across the two destination types.
Because growth in the LEP Latino population has outpaced the supply of linguistic support services in other settings, such as in education, 18, 20 there is a risk of similar challenges for community-based health care. Studies have examined evolving health care needs of Latinos in rural areas 22, 23 as well as issues facing a growing midwestern Latino population, 24 but we are aware of only one published study that compares adult health outcomes across established and emerging destinations. Gresenz and colleagues show that US-born Mexican immigrants in emerging destinations are less likely to have a usual source of care and are less satisfied with that care than their counterparts in traditional destinations. 25 The authors' findings are important since access to health care may be one of the salient resources that affect the health status of Latinos in different communities-and substantive health disparities are already a known problem for this particular group. 26 In this way, Gresenz and colleagues' work brings needed attention to a potentially overlooked population health issue and also highlights an important gap in the literature. 25 However, Gresenz and colleagues do not examine bilingual resources, which may heavily influence the care experiences and options of LEP individuals.
While there now exists a substantial evidence base for the existence of health disparities between LEP and non-LEP populations, [27] [28] [29] there is comparatively little evidence about how much of this disparity might be attributable to health system factors (after adjusting for other patientlevel disadvantages). If the health care resources, especially those in safety net settings that provide care to the underserved, are failing to reach these groups, then an already vulnerable population may be further burdened by unmet medical needs.
In this study, we compare the ability of Spanish-speaking uninsured LEP adults to access interpreter services and obtain new patient primary care appointments at federally qualified health centers (FQHCs) at traditional versus emerging destinations. Our focus on FQHCs stems from their mandate to care for low-income and underserved populations. Recent work shows their importance for these patient populations, 30, 31 which suggests that FQHCs could be a needed resource for LEP individuals. Additionally, of the 24 million patients seen within FQHCs annually, roughly one-third belong to Latino groups, 32 and disparities in access to care between LEP and non-LEP populations narrow with closer proximity to an FQHC. 33 That said, some FQHCs may not be sufficiently equipped or adapting fast enough to meet the needs of a patient population undergoing a demographic shift.
To simulate the real-world experience of patients seeking medical care, we employ an experimental audit methodology. The audit methodology uses standardized callers posing as real patients to help separate differences in the behavior of clinic schedulers from differences in the types of patients seeking care across areas. We also measure the access experiences of English-proficient uninsured and Medicaid-insured adults at these same clinics to benchmark against the uninsured Spanish-speaking LEP findings and to help disentangle the influences of language barriers from other local environmental factors. As a complementary investigation, we estimate the distance to the geographically closest alternative FQHC for LEP patients unable to receive care at the contacted FQHC. This analysis further illuminates how limited access can lead to additional travel burdens among this vulnerable population when seeking care.
Research Motivation

LEP Barriers to Health Care
Access to health care is a long-standing issue for LEP individuals. Nearly 40% of the LEP population is uninsured, 34 reducing their likelihood of pursuing care and effectively barring them from large swaths of the health care system. Although growing numbers of Latinos are gaining health insurance coverage under the Patient Protection and Affordable Care Act of 2010 (ACA)-especially low-income, US-born Latinos and documented Latino immigrants-these benefits may not apply to all Latinos. 35 Many members of the LEP community are undocumented, and the ACA specifically excludes undocumented immigrants from Medicaid expansions as well as subsidized private insurance through health insurance marketplaces. 36, 37 Moreover, only a minority of states have taken it upon themselves to increase coverage for these individuals. 38 LEP individuals' lower than average socioeconomic status also implies a limited ability to personally finance their current or future health care needs; low-income households typically hold less than two weeks' worth of income in cash, checking, or banking accounts. 39 Even when LEP individuals access care, navigating the system is challenging due to language difficulties. Within a national sample of insured Latinos seeking primary care services, LEP individuals were significantly more likely to struggle with appointment scheduling, waiting for care, and obtaining information over the phone. 40 Similarly, a comparison of LEP and non-LEP adults with poor health found that LEP individuals were more likely to report difficulty understanding their doctor. 41 Availability of interpreter services (particularly services provided by a trained, rather than a lay, interpreter) can attenuate these issues for the LEP population, 42, 43 but such resources are not always widely available.
Legislative Landscape
FQHCs are subject to state and federal oversight. In principle, some level of access to interpreter services at FQHCs is guaranteed under federal law. Under the prohibition against national origin discrimination, outlined in Title VI of the Civil Rights Act, the US Department of Health and Human Services (HHS) requires all entities receiving federal funding (including private entities accepting payment from Medicare or Medicaid) to "take reasonable steps to ensure meaningful access to their programs and activities by LEP persons." 44 When deciding the priority of offering LEP services, each organization or programincluding hospitals, physicians, and community health centers-must take into account the number or proportion of the eligible patient population that is LEP, the frequency of contact with LEP individuals, the implications of the program for patients' lives, and the available resources and costs. Upon an analysis of these factors, each federal funding recipient is expected to determine the appropriate level of language assistance.
At the same time, the Public Health Service Act 45 includes requirements about facilities, staffing, and acceptance of patients. It requires all organizations wishing to serve as FQHCs to fulfill a language services requirement if the center's patient population consists of a "substantial number" of LEP individuals, though what represents "substantial" is undefined. 45 Each center then must develop a plan for providing services specific to the language needs of the patient population as well as identify a bilingual staff member to act as an intermediary between patients and providers (see §330 of the Public Health Service Act for details). Despite the legislative guidance targeting services for LEP populations, there are no guarantees a given FQHC will have such resources on hand. Moreover, the acquisition of new or improved language resources at emerging destination FQHCs (ie, clinics within areas experiencing new growth in LEP Spanish speakers) may lag behind changing patient demographics.
Research Design
Audit Study Design
The primary experimental data were collected using an audit (simulated patient) methodology. The strength of an audit methodology lies in its ability to elicit real-world behavior, rather than responses to the hypothetical situations of traditional survey methodology, which may be biased in various ways (eg, social desirability, recall, or non-response biases). Additionally, audit designs can more effectively isolate the influence of particular factors (in this case LEP status) than observational studies.
Our audit study focused on adult primary care, with a sampling frame comprising FQHCs that provided such services and were located in 10 diverse states: Arkansas, Georgia, Iowa, Illinois, Massachusetts, Montana, New Jersey, Pennsylvania, Oregon, and Texas. The 10 states represent a purposive sample that provides a demographic and geographically diverse set of states. In addition, the states represent nearly 30% of the US population. The list of possible FQHCs was obtained from the Health Resources and Services Administration's (HRSA) public data files on FQHCs and FQHC "lookalike" facilities. 46 Because the HRSA list may not be up-to-date (eg, if a facility has changed its service and/or patient population emphasis or is no longer in operation), our team verified the sampling frame using a nonexperimental call to each potential clinic identified from the current HRSA list. The nonexperimental calls confirmed the FQHC's existence (ie, not a closed or seasonal facility), correct contact information, and provision of adult primary care services. Of the 724 potential FQHCs identified in the HRSA list, 575 were confirmed and therefore included in the sampling frame. We then used tabulations of the 2000 and 2010 decennial Censuses obtained from the Pew Hispanic Center to classify the county associated with a given FQHC as either an emerging or traditional destination. 47 Using similar criteria adapted from other published studies, 25, 48, 49 we defined emerging and traditional destinations at the county level. Traditional destinations were counties with at least a 20% Latino population in 2010. Emerging destination counties were those with less than a 12% Latino population in 2010, at least 75% growth in the Latino population between 2000 and 2010, and a Latino population of at least 500 individuals in 2010. This methodology identified 107 FQHCs in emerging destinations and 156 FQHCs in traditional destinations across the full sample frame, which were then eligible for audit experimental calls. No FQHCs that met our selection criteria were located in Montana, which eliminated it from our study. Texas and Illinois had a disproportionate number of potentially eligible traditional destination clinics (76 and 59, respectively); thus, we took a random sample of 40 FQHCs located in traditional destinations from each of these 2 states to help balance the distribution of clinics across our 9 study states. Combining these randomly drawn subsamples with all traditional destination FQHCs from all other states gave us 100 clinic observations in total for the traditional group. Combined with the 107 FQHCs in emerging destinations, we identified 207 FQHCs in total.
Under the audit design, trained field staff called FQHCs posing as an English-proficient relative (nephew or niece) of a Spanish-speaking LEP adult seeking a primary care appointment. The audit scenario was kept consistent across callers: the person needing the appointment was reported to have poor English language skills, be of the opposite sex of the caller (and therefore would not want the caller to attend the visit), and be both uninsured and a legal resident of the United States (if asked). Audit callers requested the earliest available appointment at which the family member could be seen with any language accommodation, including a doctor, nurse practitioner, or other provider acting as a translator, another on-site interpreter, or simultaneous phone translation. The first available appointment with interpreter services was accepted, regardless of the type of services available. Callers also asked clinics about the types of interpreter and language services available to accommodate LEP Spanish speakers, as well as other specific language services questions. If offered an appointment, the caller noted the date of the visit. For those appointments that could be affirmatively scheduled, the caller canceled the appointment at the end of the call. All calls were completed during the months of November and December 2014. Of the 207 unique FQHCs in the experimental sample, 197 were successfully contacted (7 were unable to be reached and 3, when called, stated they did not take uninsured patients).
While the audit experimental design can provide unbiased estimates of the appointment rates within each destination type (eg, traditional and emerging), it does not necessarily allow us to attribute any disparities in appointment rates across settings to language barriers for uninsured LEP Spanish speakers. Local environmental factors (eg, how busy the clinic is) could drive differential appointment rates for all types of patients, not just LEP Spanish speakers. In addition, appointment rates for the uninsured may be different than insured populations irrespective of LEP status. To directly address this, we leverage additional audit data that included English-proficient uninsured and English-proficient Medicaid experimental callers. The English-proficient version was from a larger audit study conducted between June and September 2014 in which trained field staff posed as English-proficient individuals seeking a primary care appointment for themselves. It is fully detailed in a recent paper. 50 With the exception of the LEP elements embedded within the current study's audit design, the English-proficient scenario closely paralleled the experimental procedure used here. We then mapped the experimental results for English-proficient uninsured and English-proficient Medicaid patients to the FQHCs identified and included in this study. Although there is not a perfect overlap between the two audit data sources, 147 of the 197 FQHCs called under the LEP study were also called in both the English-proficient uninsured and English-proficient Medicaid scenarios. Another 4 clinics called within this study received English-proficient Medicaid calls as well. We then used this combined data source to determine if differences in access outcomes were unique to Spanish-speaking LEP callers or common across all prospective patient groups. Going forward, we use the term "patient group" as shorthand for the 3 types of prospective patient groups.
Appointment Measures and Language Services
Our primary outcome, "Appointment," is defined as a binary variable equal to one when the caller successfully received a specific appointment date to be seen and zero otherwise. Sometimes only an appointment range was made available to a caller. To accommodate these ambiguous cases, we created an alternative appointment rate measure. The alternative outcome, "Appointment with Range," takes a value of one if the caller received a specific date or a range of potential dates and is zero otherwise. The second measure ensures that our results and inferences are not sensitive to the inclusion or exclusion of ambiguous cases. Among those receiving an appointment, "Days to Appointment" is calculated as the number of days from the date of the call to the date of the scheduled appointment and provides us with a measure of how soon an individual can ultimately receive care. This in turn offers insights into potential clinic capacity issues.
We also examine differences in Spanish language and interpreter services across destinations through a series of questions that were asked during each audit call. "Phone Tree" indicates whether there was an automated message at the beginning of the call giving a Spanish language option (1 = yes, 0 = no). Nearly all clinics used phone trees as an initial means of fielding phone calls. "Spanish Access" is a hierarchical variable that records the highest level of Spanish-language accommodation available for the first available appointment with language accommodation. In order, these options were (1) appointment with a Spanish-speaking provider, including a physician, nurse practitioner, or physician assistant; (2) appointment with a non-bilingual provider in which a bilingual staff member or interpreter would be physically in the room; and (3) appointment with a non-bilingual provider assisted by remote translation technology (eg, telephone translator). These approaches represent a continuum, with greater resource investment generally involved in retaining bilingual providers or other staff. Only the highest response was recorded for each call. If none of these options were available, the caller recorded that no Spanish language accommodation was available.
If callers recorded that a non-clinical staff member would act as a translator, callers then ascertained the availability of the translator, assigning "Always Interpreter" a value of one if there is always/usually an interpreter available at the clinic and a value of zero if the interpreter is only available for specific days and/or hours. Callers also recorded whether they were asked if they could bring their own translator. "Own Translator" is coded with a one for "yes" and zero otherwise. Finally, callers asked whether their LEP aunt/uncle could speak to a Spanish-speaker at the clinic if they had to call in advance of the appointment (1 = yes, 0 = no).
Empirical Analysis
We first examine descriptive differences in the aggregate appointment rates at FQHCs across patient groups and destinations. We then formally test for statistical differences between traditional and emerging destination appointment rates within a regression framework. This is accomplished with a linear probability model that includes a set of interactions for patient group and FQHC presence in an emerging destination. The regression specification is as follows:
For clinic i in patient group p, Y ip represents the binary outcome of interest, P ip is a vector that represents the type of patient caller (eg, English-proficient uninsured-the reference group, English-proficient Medicaid, or LEP Spanish-speaking uninsured), and E i is a dichotomous variable that represents whether the FQHC is located in an emerging (1) or traditional (0) Latino-immigrant destination. The interaction terms, E i * P ip , capture any differential likelihood of receiving an appointment for patients contacting FQHCs within emerging communities. Any differential seen for uninsured LEP Spanish speakers in emerging destinations but not English-proficient Medicaid patients in emerging destinations would be consistent with language barriers inhibiting access within the local safety net clinic. We ultimately estimate the specification twice, once with the full sample and once limiting the sample to FQHCs that were called under all 3 patient groups as a sensitivity check. The latter specification ensures that the non-overlap in FQHCs called between the LEP Spanish-speaking and English-proficient versions do not influence the resulting estimates. As an additional sensitivity check, we conduct a series of re-estimations that excludes observations from a single state. This approach helps ensure that state-specific features or undetected relevant policies that go beyond federal statutes are not affecting our results and inferences. We also modify our main specification (Equation [1] ) by including state fixed effects to generate our final robustness check. This analysis consequently compares appointment rates across patient groups within the same state. Throughout all regression analyses, we cluster our standard errors at the clinic level to reflect multiple calls to the same clinic.
We also examine the distribution of days until the appointment for patient groups across destinations to help determine if there are any unobserved differences influencing appointment availability. For example, if clinics within one setting disproportionately face greater demands for care (or possess more limited resources), we would expect to see longer wait times for patients receiving appointments, as well as lower appointment rates overall. To add further context to our appointment-based results, we describe the type of Spanish language and interpreter services available at FQHCs within emerging and traditional destinations.
Lastly, an inability to receive care at a local FQHC in an emerging destination would likely necessitate a search for services elsewhere. To partly quantify this additional cost facing a given patient, we calculate the mean and median distance to both the next closest FQHC and the nearest "migrant health clinic" (as labeled in the HRSA data) for each of the 197 FQHCs called in our study. We identify 181 migrant health clinics from the same HRSA list used to construct the FQHC sample frame. To conduct this analysis, the FQHCs and the migrant health clinics are geographically plotted. The shortest "as the crow flies" distance between an FQHC and the next nearest facility is then calculated, which is likely an underestimate of the true travel time between facilities because it neglects the actual road route. We also note that the migrant health clinics are assumed to be operational and relevant (ie, they did not receive the pre-experimental calls that the FQHCs did), but this may not be the case. Moreover, the geographically closest alternative clinic still may not be able to accommodate the patient and/or their full care needs, so this is an optimistic scenario from the patient's perspective. For these reasons, our ancillary analysis of distance to a primary care alternative is likely conservative and will understate the true burden facing many individuals denied access to their local safety net clinic.
Results
The FQHCs in this study are located in states whose counties vary widely in their Latino population. Six states contain FQHCs located in counties that fit our traditional Latino destination criterion (eg, Georgia, Iowa, Illinois, Massachusetts, New Jersey, and Texas), while all 9 states contain FQHCs in counties that meet our emerging destination criteria. Despite differences in the number of completed calls, the proportion of clinics in our sample located in emerging and traditional destinations does not vary by patient group (see Appendix Table A1 for a complete description).
Accessing Care
Figure 1 displays aggregate appointment rates for each patient group stratified by destination type. LEP Spanish-speaking patients residing in emerging destinations are far less likely to receive an appointment relative to identical patients seeking care at FQHCs within traditional destinations. Less than 50% of LEP Spanish-speaking callers receive an appointment in emerging destinations compared to more than 80% in traditional destinations. There is no similar difference across destinations in the appointment rates for English-proficient Medicaid and Englishproficient uninsured patients. In fact, the rates are slightly higher in emerging destinations-opposite what is observed for LEP Spanishspeakers.
The multivariate results on the likelihood of receiving an appointment (Table 1) empirically test the differences in appointment availability across destinations seen in Figure 1 . The "Spanish-Emerging" interaction term confirms the large discrepancy seen in the descriptive results, indicating a 41 percentage points reduction in the probability of obtaining an appointment for uninsured LEP Spanish speakers in emerging destinations as compared to uninsured English-proficient patients in traditional destinations (in the full sample specification, P<.001; β = −.421 in the restricted sample limited to FQHCs that were called under all 3 patient groups). Similar results are also found under the alternative dependent variable (Appendix Table A2 ) and when excluding one state at a time or using state fixed effects (Appendix Tables A3 and A4 , respectively). Meanwhile, the interaction for English-proficient Medicaid patients and the non-interacted "Emerging" (capturing Englishproficient uninsured callers within emerging destinations) coefficients suggest no differential access issues when seeking care from FQHCs in emerging areas. Neither is statistically significant. There is no evidence to suggest clinician availability is driving the lower appointment rates of LEP Spanish-speaking patients in emerging destinations (Table 2 ). On average, these patients wait nearly a week less than their counterparts in traditional destinations (9.0 vs. 15.6 days). The median wait time is also lower and the distribution tighter in emerging destinations. Additionally, the pattern of wait times is identical across all 3 patient groups-suggesting that so long as the FQHC is able to schedule an appointment for a LEP Spanish-speaker, the patient does not face additional delays compared to other patient groups. available, 43% of FQHCs in traditional destinations offered appointments with Spanish-speaking clinicians while another 49% provided nonclinical bilingual staff as translators. In contrast, the proportions were 19% (P<.001) and 35% (P<.05), respectively, in emerging destinations. Additionally, more than one-third of the FQHCs in emerging destinations offered no Spanish accommodation whatsoever, compared to 5% in traditional destinations (P<.001). Callers to these clinics were instead more likely to be asked if they could bring their own translator to the appointment. Even when a translator was available, the translator was less likely to always or usually be available at FQHCs in emerging destinations. Lastly, LEP Spanish speakers were less likely to be able to reach a Spanish-speaker at an emerging destination FQHC if they needed to call prior to their appointment date. The divergence in language resources across the two destinations is consistent with the disparate appointment rates for LEP patients seen in Figure 1 and Table 1 . Table 4 reports the mean and median crow flies distance in miles from all 197 successfully contacted clinics to the next-closest FQHC and to the nearest migrant health clinic, by destination type. On average, the next-nearest FQHC is 8.5 miles away for clinics located in traditional destination counties. In emerging destination counties, the average distance to the next-nearest clinic is nearly 70% farther away (14.3 miles), a statistically significant difference (P<.01). When using median distance, the gap is accentuated with the next-nearest FQHC more than 6 times farther away in emerging compared to traditional destinations (11.6 vs. 1.9 miles, P<.001). As previously mentioned, the actual travel time by vehicle may be longer, particularly for those reliant on public transportation (if even available). The differential distances are less pronounced when examining migrant health clinics; however, these facilities are far fewer and less accessible overall. As discussed earlier, we are unable to ascertain the operational status of these clinics-making them a less clear source of adult primary care in our data. For both clinic types, there is no guarantee that the closest alternative will have the resources and capacity to provide care for the uninsured LEP individual-in fact, our data suggest that they typically do not in emerging destinations. Therefore, the true access hurdles for LEP individuals in these areas is likely to be considerably higher.
Language and Interpreter Services
Distance to Next Nearest FQHC
Discussion
Using an experimental audit methodology, our research examines differences in primary care access for uninsured LEP Spanish speakers across established and emerging Latino destinations, with a focus on FQHCs, since they serve as key access points for underserved populations. 30, 31 Our empirical analysis reveals that uninsured LEP Spanish speakers residing in emerging destinations have greater difficulty in obtaining a primary care appointment relative to their counterparts in established areas. No comparable access differential is evident for English-proficient patient groups seeking care, and the results related to wait times do not indicate any capacity constraints for emerging destination FQHCs. Instead, insufficient bilingual or translation resources appear to drive the lower appointment rates for LEP individuals within emerging areas. LEP patients who are unable to get an appointment with language accommodation are also likely to be further burdened with long travel distances to the next available safety net clinic-which may also be ill equipped for accommodating LEP Spanish speakers. This research adds to the broader immigration literature and builds on Gresenz and colleagues (2012) by showing clear disparities in health care access for LEP Spanish speakers in emerging rather than traditional destinations. 25 Moreover, the lower provision of language services available at emerging destination safety net clinics mirrors findings of fewer linguistic supports in the school setting, 18, 20 suggesting a common problem for multiple social welfare initiatives. As emerging destinations are defined by a rapidly growing Latino population, the collective evidence highlights the potential for new and increasing language service needs within these communities.
For the public health safety net specifically, our data imply that the provision of interpreter services in emerging destinations may lag behind shifts in the underlying patient population. This issue could be especially severe given the limited health care alternatives open to uninsured immigrants and therefore should not be overlooked. Policymakers and public health programs should bear these issues in mind when allocating resources and designing future care delivery channels.
Several policy levers could augment access to interpreter services. The Department of Health and Human Services has the ability to award grants to eligible health centers with a substantial LEP population to facilitate the provision of translation and interpretation services. 45 Evolving regulations could also increase provision of interpreter services. HHS's finalized regulations on implementing the civil rights provision of the ACA ( §Section 1557) require "free, accurate, and timely language" services as necessary to ensure equal opportunity of access as well as to prevent health care providers from relying on LEP patients to provide their own translation services (including an accompanying minor except in rare circumstances). In addition, the regulations require all eligible centers to publicly display a notice detailing the free availability of language assistance services in the 15 most common languages spoken within the state. 51 Lastly, special programs could invest in training Spanish-speaking clinicians and could provide incentives to Spanishspeaking providers to move to high-need areas. Providing face-to-face care, with services offered in the patient's own language, would likely enhance culturally competent care. 52 Importantly, audit methods, such as those used in this study, can provide a useful tool for tracking progress in this care domain over the coming years.
Despite the strong research design and unique application within immigrant health research, this study has several limitations. The experiment is of modest scale, and the results are not generalizable beyond the adult LEP Spanish-speaking population seeking primary care appointments at safety net clinics located in 9 US states. However, FQHCs are highly relevant to this patient population and the chosen states are intentionally diverse, reflecting a blend of traditional and emerging destinations that is similar to the larger United States. The study is not able to differentiate the adult LEP Spanish-speaking population by gender or country of origin, examine the experience of other language-speakers with LEP, or address other barriers to care facing the adult LEP population. The study also does not address accessibility to the pediatric health care system for LEP Spanish-speaking children, although some very recent work finds access to care and perceived quality to be largely similar between Latino children residing in emerging and traditional destinations. 53 All of these topics are opportunities for future research. In addition, the 2 audits did not take place simultaneously, with the LEP Spanish-speaking audit occurring 2 months after the conclusion of the English-proficient version, though it is unlikely that this small temporal gap affects the results. Additionally, the study only focuses on new patient availability rather than ongoing care for existing patients, and it does not measure quality of care or whether language services are actually provided during a visit.
Conclusion
At this time, the larger US health care system risks a growing gap between the demand for and supply of medical services that can adapt to LEP Spanish-speaking patient needs. Even traditional Latino areas are facing shortages in Spanish-speaking providers. 54 Our study suggests the safety net infrastructure is lacking Spanish-speaking health care resources in areas witnessing the largest expansions in their Latino immigrant populations. Better accommodation within the public health system and social safety net will likely be key in the short run and can influence the long-term health and well-being of current and future generations of Spanish-speaking immigrants within the United States. TradiƟonal Emerging a Predicted probabilities estimates derived from the linear probability model described in Table 1 . "Spanish Uninsured" are those in the LEP Spanish-speaking patient group. "English Medicaid" and "English Uninsured" are those from the complementary English-proficient audit study according to their respective insurance types.
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